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Orthopedics Questionnaire/E¥R 5 2=

Name of patient BT= °C
/BEKA PR= /5
For staff only
BP= mmH
Date of birth Year/%E Month/ A Day/B /ERBEL AR RR= /% g
/EE£AR (FEE) ( Years old/®%) R
SPO2= %
Height/Weight/ & & - & E om ka Sex/tE 51 O Male/ B4 O Female/%&
What is the problem today? (Check all that apply.)/4 B ED & 5 LERMRHY £3hH., (EHEHIAFEBALTLEEL, )
O Swelling/& <+ O Pain/#&d+ O Fever/5e3k Circle the area where you are experiencing the symptoms.
O Numbness/ LU't1 [ Non sensetion/BERE AV L \C,_;,) \(_\)
¢
A 3 &
O Sprain /RAE O Difficulty bending joints/BA&TASE [ S L4z L s ) k
O Injury/(Fh8 O Stiff neck and shoulders/J/8 & Y
. . : Difficulty moving hands and feet = i
O Dislocation/BtE3 O JERAEE(Z < L A - A " "
I WdS duviseu Dy drnouier CHiic/nospitdl (VI di d reyuldr ClieCk-up) w coine ngh W Left - _, ngh
O here.
I (DT R SRR AN S5 Zh b A FAL7 B B 7 (254 )
O Other(s)
/Z Dt
")
Front =~ Q Back
When did the symptom start? /Z DEKF DM S HY TTH,
Year/4E Month/B Day/H =rom about : am/pm [ZA500
When does the symptom occur? MERIZE DL 7L XTI ET H,
. . . While in When waking up Irregular
R e
O Morning/%A O Daytime/& O Evening/% 7% O bed,/ShEEch SRR O JEE
O Other(s)
/Z D

What is the symptom like? /fERIFED & 5 LHEEH >TULETH,

= - The symptom is gradually worsening
# ARG 1A \ ., N
O Constant/# 2 7% <. #ELITLS O JBERIZDEL BT ETIND

O The symptom comes and goes/fEdRASHE = U EZ =Y LTS O Other(s)/Z D th
Do vou have any pain? /f&®D & " ICfE#XHY TTH?
O No/L\MZ O Yes/I&ELy

If you describe the pain on a scale of 1 - 10, how severe is it? Circle the number below.
/BADEEERFTRT L. EOCBLTIH?

Not at all/£ < &Ly Most severe/&H# L L
l | | | | | | | | | |
0 1 2 3 4 5 6 7 8 9 10
Type§ of OThrobbingx¥ =% ODull X— OHeavy& 7=\ Ostingt’UEY
&E?Jr;g OPricking F27F 2 OShootingTEX 23425  COtherZ ol ( )
OAlways\ ot OWhen you moveh<& CWhen you touchfilin &
Friq\lie)ncy CISometimesH& % CICan't sleep withyf & THRALZR
O OtherZ i ( )

Are you, or have you been, under the care of a doctor in the past?
/BERBLTVLIAER, FERBEICHRLTW=CERHYFEFTM?

ONoneZ2L [CIMyocardia infarction.0 7 #5%€  CJAngina pectorisBi.0iE CIArrythmia RS2k CHypertension & Ifi =
ODiabates mellitus§fR% O Asthmarii &, O Chronic Obstructive Pulmonary Disease/ 4 Bl &M iifi i 2

OGastric duodenal ulcer & |- — & 515 OBrain infarctionfixfi%€ [Dyslipidemiall§ & # %  [Prostatic hypertrophyif 32 BRAE K
O Cancer} ( ) OGlaucomafkNBE  OlLiver diseasefTliste £ ( )

OKidney disease’& g% & ( ) CJOtherZ DA ( )

Continued on Next Page

Have you ever had surgery before?/F i ElXH Y TIH 2
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BRAR 2/2R—D
ID:

O No/L\hvz O Yes/I&Ly

WL - BHIT - BERTF

If you checked ""Yes", write the history of your surgery.

/ TRV ISALEARETISFHEZEDTSESL,

BAKBHY CO-R(BY - i L) English/ZEEE

Disease names

[EE%

Name of your surgery

[EiR

When you had the surgery
/FiE LB

Hospital where you had the surgery

[FiiTE L - RS

Are you currently on any medication? /BRTE. SRATWBEEHY T

O No/L\hvz O Yes/I&Ly

*1f you answer ""YES", show us your medication or a medicine pocketbook.

/BE. BLLE TEEFR] 2/->TVAAR. RETIESL,

Name of medications How to take or use your medication Name of medications How to take or use your medication
/BEDEHT /BRHF - ENE /BEDZH /BHF - EWNA
@
7v [Allergies O No/e\v O Yesldbsd O Food(s)/B~_4¥: O Medicine/ZE: O Others/Z Dfth:
—|/PLILEX—DHE Allergic Reactions/ fEfk  ( )

Do vou smoke reqularly? FEHERIC. T2iXZ 2B ETD,
O No/WL\ZZ O Yes/[XLy O Used to smoke/LABTM - T L yt=

Cigarette consumption/B24E & Duration of smoking,/ B2 & £ s T Whgé";fg’g’f ;moklng
c;ié;aréttes Day Year/ 5 Year/ 5 Month/ B
*1f you still have a smoking habit, leave a blank in the question about the year you stopped smoking.
/RELEEEZHEITOIHIE, BEZOHEREEROEFICLTHELNTLEEL,
Do vou drink reqularly? FB1ERICIIBEEZR A ET D
O No/LWvZE O Yes/I&Ly O Used to drink regularly/ ARTERET 2 BEMNRH o 1=,
O Beer/E—IJL ml /Day/B O Whisky/7 4 R¥— ml /Day/H
O Japanese sake/ B &5 ml /Day/ R O Wine/74 > ml /Day/H
O Other(s)/ % M fth ml /Day/ B
Do you have religion? /ZR#3HVE$ D> ?
O No/WWhx O Yes/I&Ly ( )

sm |Risk for falls/ BRI DfERREE
DfE
B Have you ever fallen within 3 months?

1377 H UNIZERA TZZ L3I0 E 3700 2
Do you have orthoses on your teet?
IR B 2SI TUVET 7 2
Do you use a cane or walker?
IR T o CVET N 2
Do you use a wheelchair?
Risk of Falls [ERGF 2 S TUNET A2
iz o fEkE Do you feel dizziness?
156X THNETN?
Did you take eye drops to widen your pupil in eye exam today?
IR A IREHR A ClEA A 2 H3EA L ELTZ0 2
Do you have an attendant?
I ERDEZVET N2
Did you drive your own car, bicycle or motorcycle when you came to
the hospital? SkBEREZ B /) CTH, HERH, A — M A DiEiRZ L TEELT-

CONOWv Wz OYesidw

CONOWv Wz OYesidw

ONOWW % [IYesi\ y(Caneft - Walker 247 2%)

CONOW 2 DIYesidl y(Caneft - Walker 517 27)

CONOW WAz OYesidwn

CONOW WAz OYesidwn

CONOW WAz OYesidwn

CONOW WAz OYesidwn

O |want to have an interpreter if an interpreter service is available./ RN H ZIH5 &1L, BREMIFTIELLY,
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